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-ORE AND MORE PHYSICIANS are 
finding it useful to think of illness 
in terms of total adaption to life 
stress. This viewpoint starts with the 
basic postulate that attempts of the 
individual to adjust to his environ¬ 
ment are associated with changes in 
bodily function. These physiological 
changes, if prolonged, sometimes 
lead to actual structural damage. If 
man is to maintain a state of well¬ 
being, not only must his physio¬ 
logical processes remain in fair bal¬ 
ance—the entire scope of his contact 
with the environment must also be 
stabilized within reasonable limits. 

The concept of homeostasis, orig¬ 
inally applied by Walter Cannon 
to the maintenance of constancy in 
the bodily fluids, has thus become 
broadened. Homeostasis is still used 
to describe the balance in respira¬ 
tion, digestion, and maintenance of 
the blood glucose and hormonal 
levels. But it may also be regarded 
from the standpoint of the total 
organism. Therefore, the patient’s 
behavior, interpersonal relationships, 
and role in society assume due im¬ 
portance to the physician, along with 
the automatic and semi-automatic 
responses elicited by the sympathetic 
nervous system. 

What is a "stress reaction?” 

Whenever the normal equilibrium 
of the body is severely disrupted, 
stress in some form can be said to 
be the cause. The stress may be 


physical trauma, or it may be an 
infectious organism, or it may be a 
state of emotional tension. Physicians 
no longer seek to ascribe a single 
etiological factor to all forms of ill¬ 
ness. Instead, they look for an over¬ 
all group of stress-producing factors. 
As a result, illness becomes more 
amenable to therapy. 

Many of the old and familiar 
diseases may be thought of as reac- 
• tions to stress. It is quite feasible, 
for example, to consider the infec¬ 
tious diseases from this standpoint. 
One may suppose that the human 
organism is invaded by the flu virus. 
A chain of reactions results. Among 
these are such changes as local in¬ 
flammation in the respiratory pas¬ 
sages, a rise in body temperature, 
increased leucocyte count, and the 
formation of antibodies in the blood. 
But can this be said to be the total 
reaction of the patient? The human 
organism, and reputedly some sub¬ 
human species, will experience a re¬ 
action which goes beyond the auto¬ 
matic. He will do something calcu¬ 
lated to make him well. He will seek 
out some substance with medicinal 
properties, or he will betake himself 
to some individual whom he believes 
can afford him some relief. If the 
combination of these measures proves 
successful, the patient recovers, and 
it may be said that he had adapted 
satisfactorily to the stressful situation 
initiated by the virus. 

When the individual is faced with 


an emotionally stressful situation, a 
series of adaptive measures also 
occurs. These have both physical and 
nonphysical components. The physi¬ 
cal components are widely recog¬ 
nized. Various people react to emo¬ 
tional tension with similar physical 
signs, such as rise in blood pressure, 
quickened pulse, increased cardiac 
output and alteration of the respira¬ 
tory and gastrointestinal functions. 
Any experience which the individual 
recognizes as threatening is apt to 
provoke these physical manifesta¬ 
tions. They constitute a normal re¬ 
sponse to a condition which is poten¬ 
tially “abnormal,” i.e. dangerous. 

The concept of the stress disorders 
proceeds one step further. It implies 
that when an individual remains in 
a state of chronic stress, the normal 
physical reactions become over¬ 
worked and the corresponding body 
systems, overtaxed. For physiological 
processes, once initiated, may fail to 
subside when the stress is alleviated. 
Those organs which are weakest, 
and those having the highest sus¬ 
ceptibility to disease are generally 
the first to reveal impaired function. 
Selye has termed this “increased 
physiologic responsiveness in the re¬ 
lated physiologic system.” This type 
of illness has been termed “psy¬ 
chosomatic disorder,” “somatization 
reaction,” “psychophysiological re¬ 
action,” “stress disease,” and “dis¬ 
order of adaptation.” Any of the 
terms are appropriate, although the 
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latest Standard Nomenclature elimi¬ 
nates the term “psychosomatic” be¬ 
cause of the implication that bodily 
changes are the result of emotion. 
It is probably more accurate to state 
that mood changes and bodily 
changes are both part of the total 
reaction to stress. 

What illnesses make up the 
"stress reactions?” 

A review of the common cate¬ 
gories of illness seen by the internist 
and the physician in general practice 
reveal an extensive list of ailments 
in which life stress clearly plays a 
role in augmenting the symptoms of 
disease. Disturbances in gastroin¬ 
testinal functions are so closely allied 
to stressful life situations that a re¬ 
view of emotional patterns is indi¬ 
cated in the evaluation of the patient. 
Cardiovascular irregularities accom¬ 
pany situational disturbances so 
often that life conditions are among 
the first factors to investigate in 
cardiac patients. Impotence and 
frigidity, as well as menstrual dys¬ 
function, dispanuria, and pruritus 
vulvae, are known to follow instances 
of environmental stress. Asthma, 
headache and many skin disorders 
also prevail in conditions of life 
stress, indicating the common sus¬ 
ceptibility of the whole gamut of 
body systems. Indeed, so many dif¬ 
ferent medical problems are included 
in the disorders of adaptation that 
the psychosocial environment as¬ 
sumes importance in the understand¬ 
ing of almost all illness. 

How does stress work to produce 
illness? 

The extent to which exposure to 
life stress contributes to illness has 
long been a matter of conjecture. In 
an effort to clarify this relationship, 
an epidemiological survey was 
undertaken by Dr. Lawrence E. 
Hinkle, Jr., of Cornell, among a 
fairly homogeneous segment of the 
general population. The results 
should interest any physician who 
thinks of his patient as something 
more than just an aggregate of body 
systems. 

In planning the survey, it was 
first determined that certain condi¬ 
tions would have to be fulfilled in 
order to assure meaningful statistics. 
First, the group would have to be 
drawn from an essentially well 


population; thus, hospital patients 
were automatically excluded. Second, 
it would have to be a group in which 
prolonged observation was possible 
and medical records were available. 
Third, living conditions would have 
to be fairly equitable among the 
members of the group, leaving as 
the major large variable the degree 
of stress encountered by the different 
individuals. It was felt that these re¬ 
quirements would be best answered 
by selecting employees who all held 
the same type of job in the same 
location. A group which apparently 
met these specifications was found 
within the telephone company of a 
large metropolis, where records on 
over 1300 female telephone operators 
were available for study. 

Preliminary examination of at¬ 
tendance records soon revealed that 
sickness disability was not dis¬ 
tributed evenly throughout the 
group. Nor was it a random factor. 
Instead, it fell into a repetitive pat¬ 
tern. Within the span of one year 
alone, roughly three quarters of the 
absences were attributable to but 
one quarter of the women. Since the 
record for one year could not be con¬ 
sidered a decisive sampling, 20 
women from the highest absence 
group and 20 from the lowest were 
selected for intensive examination. 
Medical records on all these women 
extended back for 20 years. Analysis 
of the records uncovered facts which 
had not been anticipated by the em¬ 
ploying organization. The analysis 
showed: 

1. Year after year, certain indi¬ 
viduals became ill more frequently 
than others. 

2. These same individuals suf¬ 
fered more varieties of illness than 
did the others. 

3. The same group had more dis¬ 
abling accidents than the other em¬ 
ployees. 

Interviews were then conducted 
in an effort to determine what life 
stresses might be rampant in this 
group, and to compare this with the 
conditions found in other groups. 

No appreciable difference was 
found in the heredity or family 
histories of the two categories of 
women. Economic background was 
fairly constant throughout both 
groups. Opportunities for exposure to 
infection were not noticeably higher 



in the “ill group.” The only factor 
in which a conspicuous difference 
appeared was the prevalence of emo¬ 
tional stress. The group of well 
women all expressed themselves as 
being generally satisfied with their 
lives as they found them. The ill 
women, on the other hand, remained 
in a state of chronic emotional ten¬ 
sion as a result of discontentment 
with their respective life situations. 
Referring to women in the “ill 
group” investigator Hinkle said, 
“they had spent their adult lives in 
situations of insecurity and frustra¬ 
tion, working at a job which they 
disliked, having little recreation, little 
security, little satisfaction in life.” 
The well women, however, had no 
unwanted family responsibilities, and 
spent their lives contentedly in an 
occupation of their own choosing. The 
woman’s individual needs, as deter¬ 
mined by her early conditioning, and 
the way in which these needs were 
answered, appeared to be the most 
important factor in determining a 
chronically stressful situation. 

Diagnosis of stress disorders 

In dealing with stress disorders, 
diagnosis of the patient’s condition 
embraces both physical and psycho¬ 
logical manifestations, although both 
components are part of the total 
reaction. The search for organic 
damage proceeds through usual di¬ 
agnostic measures. Most likely, the 
patient will show a combination of 
physical and psychiatric symptoms 
which, taken together, add up to a 
multiple diagnosis. Usually, the more 
pressing physical disturbances will 
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receive first consideration, since they 
are ordinarily cited as the presenting 
complaint. 

It is more difficult for the general 
physician to evaluate psychological 
maladjustment, because the symp¬ 
toms are often nebulous and transi¬ 
tory. The patients themselves may 
not be immediately helpful in un¬ 
covering sources of stress. Usually, 
they are unaccustomed to having to 
correlate the appearance of symp¬ 
toms with events in their daily lives. 
In many cases, they may not recall 
any stressful event, or they may 
have even repressed the knowledge 
that stress existed. Indeed, the dis¬ 
tinguishing characteristic of neurotic 
reactions is that the anxiety under¬ 
lying the formation of symptoms is 
largely unconscious. 

Psychiatric diagnoses, of course, 
are made by examining the patient 
and studying his history. While as¬ 
sembling the history the physician 
gets his first indication of possible 
sources of stress. For the manner in 
which the patient expresses himself 
and the points at which he displays 
emotion convey important informa¬ 
tion to the alert observer. When the 
voice falters, eyes fill with tears, 
hands become fidgety, or the chain 
of thinking becomes blocked, the 
physician will recognize that a 
touchy subject is being approached. 
As Dr. Hinkle observes, “one quickly 
learns to recognize and evaluate sen¬ 
sitive topics by their symptoms and 
signs, and to investigate them cau¬ 
tiously, with due respect for their 
tenderness, much as one would pal¬ 
pate a furuncle.” 


Often the physician can help the 
patient discover the source of his 
stress. The physician may inquire, 
for instance, “During previous 
sieges of illness, were there any dis¬ 
turbing factors present in your home 
life, or in your work?” Sometimes 
such an inquiry will lead to the pa¬ 
tient’s first realization of the nature 
of a basically stressful condition in 
his life. 

In recording the diagnosis, it is 
helpful to indicate what is producing 
stress upon the patient, as well as an 
estimation of his capacities for resist¬ 
ing it. This may prove useful in 
establishing a prognosis and deter¬ 
mining the patient’s possible sus¬ 
ceptibility to further illness. 

Therapy in stress disorders 

Therapeutic measures of several 
types may be required for patients 
with stress disorders. After appro¬ 
priate medical and surgical therapies 
are applied, there may be some 
residual psychological disturbance. If 
this is not recognized and alleviated, 
new psychophysiological symptoms 
may appear at any point in the body. 
Therefore, it is important to deal 
with the emotional factors. 

Some physicians believe that the 
more closely an episode of illness 
is related to a situation of stress, the 
closer the trouble is to the surface 
and the easier it is to rout. Severe 
psychological disturbances are harder 
to connect with stressful stimuli 
than are the minimal, transient ones. 
In a patient with a previously well- 
integrated personality, i.e., one 
whose life adjustment has been 
generally satisfactory, psychotherapy 
of a superficial type should be ade¬ 
quate. This consists of such measures 
as emotional catharsis, or letting the 
patient “talk it out,” explanation and 
reassurance, and manipulation of 
the environment. Although this is 
termed “superficial psychotherapy,” 
it is superficial only by contrast to 
the uncovering of unconscious con¬ 
flicts which are deeply pathological. 

The physician’s general attitude is 
highly significant in psychotherapy. 
In order to get a more meaningful 
history, the physician shows that he 
is interested in the patient person¬ 
ally, takes time to hear him out, and 
accepts uncritically whatever he has 
to say. Often feelings of self-blame 
are present, and one of the strongest 


therapeutic factors at work on the 
patient is his discovery that his phy¬ 
sician accepts him without condem¬ 
nation or surprise. Thus, feelings 
which have been too painful for the 
patient to face become mitigated, and 
are divested of much of their ability 
to produce psychic pain. 

The physician can explain that 
with the passage of time, individuals 
develop characteristic patterns of 
dealing with painful feelings, and 
these can prove costly by taking a 
toll on their health. The explanation 
need not be involved; in fact, the 
simpler and more casual it is, the 
more reassurance it carries. Re¬ 
assurance is furthered by some addi¬ 
tional physical tests, although it is 
wise for the physician to tell the 
patient that he expects these to be 
negative. This will preclude a suspi¬ 
cion by the patient that the diagnosis 
is incomplete. Manipulation of the 
environment is often possible after 
the physician points out that if the 
stressful situation persists, the pa¬ 
tient must expect to pay for it in 
terms of his comfort and possibly 
his health. When he views the situa¬ 
tion from this perspective, the 
patient may be stimulated to make 
some indicated changes for which he 
had not seen the necessity before. 
The experience of facing and thrash¬ 
ing out a disturbing situation with 
his physician aids the patient by 
strengthening his resources for meet¬ 
ing further stress. Accomplishing 
this may take a little more time, 
particularly in the initial interviews, 
but the time required cannot be said 
to be wasted. The time spent is more 
invested, since it establishes a worth¬ 
while basis of lasting confidence. For 
the physician who knows his patients 
well has a valuable therapeutic tool 
and a better opportunity than any¬ 
one else to make his therapy effective 
and continuous. 
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Since a number of physicians in 
general practice have expressed an 
interest in some reliable method for 
supplementing their medical records 
with significant psychiatric material, 
the following suggestions have been 
compiled for the readers of The 
Psychiatric Bulletin. Psychiatrists 
are frequently asked, “how long does 
it take you to perform a psychiatric 
examination?” Dr. Abe Hauser, 
speaking before the Texas Neuro¬ 
psychiatric Association in Houston 
in 1953, stated that recording of the 
history should take at least an hour, 
in many instances requiring several 
interviews. The points to be ex¬ 
amined are manifold and embrace 
subtleties not necessarily considered 
in the routine medical history. 

The psychiatric evaluation is con¬ 
cerned with the total person. It seeks 
to determine the way the patient 
thinks, acts and feels. It begins with 
history-taking. 

The first item to record in the his¬ 
tory is, of course, the presenting 
complaint. Whitehorn, of the Henry 
Phipps Psychiatric Clinic, notes that 
it is frequently illuminating to initi¬ 
ate the interview with a spontaneous 
discussion of the chief complaint. 
This establishes rapport and gives 


the patient the feeling that the phy¬ 
sician is seriously concerned with 
his welfare down to the last detail. 
The consolation to be derived from 
this thought also marks the begin¬ 
ning of psychotherapy. Though it • 
may slow down the accumulation of 
facts to allow the patient to lurch 
into seemingly irrelevant talk, this 
can be extremely revealing in terms 
of the personality study. For talk 
which on the surface appears irrele¬ 
vant may have for the patient a def¬ 
inite aim, such as self-justification. 
Thus, seemingly inconsequential 
prattle should be examined from the 
perspective of why the patient needs 
to do it. In conducting the interview, 
the examiner will find that the more 
he is able to “feel with” the patient 
—an attribute referred to in psychia¬ 
try as “empathy”—the more accu¬ 
rately will he comprehend what the 
patient means by his responses. A 
physician who has this nebulous but 
important attribute will find that he 
sometimes can sense when a patient 
gives misleading or downright false 
information. As therapy progresses, 
he may also be able to understand 
why the patient chose to be mislead¬ 
ing in his remarks. Patients often 
give responses which they consider 


in keeping with cultural and social 
demands, rather than expose their 
true feelings. For example, on the 
initial interview the patient may 
give a picture of warmth and affec¬ 
tion between himself and his 
parents and, only much later, when 
he comes to feel more trust in the 
physician, will he reveal his con¬ 
scious feelings of hatred toward 
them. The physician therefore, takes 
the initial interview with reserva¬ 
tion, particularly in those areas in 
which everything is represented as 
“just dandy.” 

During the discussion of the pre¬ 
senting complaint, it may prove 
extremely rewarding to attempt to 
fit the illness into its appropriate 
relationship with the patient’s life 
situation. Two questions are sig¬ 
nificant in this attempt. “What cir¬ 
cumstances may have helped to pre¬ 
cipitate the illness?” “What factors 
seem to make it worse?” 

Another important consideration 
in the psychiatric evaluation is the 
patient’s attitude toward his symp¬ 
toms. Do they embarrass or infuriate 
him? Does he deny or welcome 
them? Such attitudes are often ap¬ 
parent from the patient’s manner of 
describing his illness. Merely asking 
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the patient how his symptoms have 
affected his life can produce evi¬ 
dence of emotional involvement 
which is helping to keep him ill. 

Direct observation of the patient 
as he tells his story also offers clues 
to his mental attitude, since anxiety 
is often displayed physiologically. 
Signs to watch for include excessive 
perspiration, tense postures, restless¬ 
ness, distractability, or strained vocal 
tones. 

Through these informal methods, 
the physician can obtain a fair idea 
of the type of person he is dealing 
with and, at the same time, he puts 
the patient at his ease. Then it is 
possible to proceed with routine 
questioning in an atmosphere of 
mutual confidence. The list of ques¬ 
tions selected is not nearly so im¬ 
portant as the maintenance of a 
flexible attitude toward the infor¬ 
mation derived from them. The phy¬ 
sician who understands how anxiety 
operates in producing and perpetua¬ 
ting illness, remains on the alert for 
evidence of anxiety during all por¬ 
tions of the interview. 

Many excellent outlines have 
been prepared for the physician’s use 
in eliciting the details of a patient’s 
history. Masserman presents a list 


of topics used as reminders in com¬ 
piling a history which takes into 
consideration personality factors and 
the patient’s characteristic methods 
of adaptation. 

Family background 

Any information which can be 
obtained about significant traits in 
parents and siblings of the patient 
should be recorded. This is important 
because the personality of every in¬ 
dividual is influenced by early 
family relationships. Not only the 
genetic endowment, but also the 
early home environment, establishes 
reaction patterns to be used through¬ 
out life. This part of the history does 
much to explain the presence of un¬ 
due aggressiveness, oversubmissive¬ 
ness, resistance to authority, or other 
traits found in the adult. 

Early development 

Whatever the physician can learn 
of his patient’s early childhood may 
prove of value. Illness, traumatic 
experiences or any deviations from 
the expected in his development are 
important. Delay in walking or talk¬ 
ing, feeding difficulties, enuresis or 
temper tantrums may have caused 
his parents some concern. These are 


fairly common manifestations in 
childhood, yet they are sufficiently' 
deviated from the normal as to sug¬ 
gest early emotional conflict. Mani¬ 
festations such as these may signify a 
silent protest by the child to some 
emotionally disturbing situation. 

Schooling and initial socialization 

After the home relationships are 
noted, the patient’s early social ad¬ 
justment becomes an appropriate 
item for study. This embraces the 
individual’s scholastic status, his 
athletic and extracurricular pur¬ 
suits, and his ability to get along 
with playmates and instructors. Any 
conspicuous honors are worth men¬ 
tioning as well as any unusual dif¬ 
ficulties encountered by the patient. 

Sexual development and attitudes 

The formation of sexual attitudes 
is significant, particularly if these 
ideas are associated with feelings of 
fear and guilt. The groundwork for 
these attitudes is laid in the indi¬ 
vidual’s association with his parents, 
many instances of sexual maladjust¬ 
ment in adult life being traceable to 
parental handling of the child’s sex¬ 
ual curiosity and experimentation. 
The love relationship between the 
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parents themselves further contrib¬ 
utes, in subtle but lasting ways, to 
the sexual attitudes which charac¬ 
terize their offspring throughout life. 

Habit development 

Inquiry may be made into the 
patient’s eating and sleeping habits, 
and use of any products which may 
constitute an overindulgence. Tobac¬ 
co, alcohol and drugs are among the 
first which come to mind, but 
habitual dependence on stimulants 
or sedatives is even more important 
in uncovering tendencies to fall back 
on artificial defenses. 

General social adjustment 

The patient’s choice of friendships, 
hobbies and recreational pursuits 
may be of interest, together with a 
record of his participation in group 
activities and civic work. The sig¬ 
nificance which these factors have 
to the patient may shed light on his 
evaluation of himself, whether he 
feels that he “belongs” or is an out¬ 
sider in the game of life. 

Occupational history 

Adjustment to the demands of an 
occupation presents a challenge to 
persons of all types, and early fail¬ 
ures are liable to appear in the voca¬ 
tional history of less stable individ¬ 
uals. Indeed, failure to sustain em¬ 
ployment for long periods of time 
and frequent change from one field 
of endeavor to another is strong in¬ 
dication of a conflicted individual. 
The type of work selected may be 
dictated by some pressing inner 
need. A history of repeated difficulty 
with employers suggests a residue of 
unresolved conflict relating to paren¬ 
tal authority. The patient’s attitude 
toward his fellow workers may be 
revealing, as well as his capacity 


for cooperation or his feeling of 
competition. 

Military history 

Reactions invoked by military dis¬ 
cipline and the possibility of combat 
may be elicited with beneficial re¬ 
sults. Resentments which exceed the 
traditional Army “gripes” should be 
examined carefully, as well as the 
development of overdependency, as 
seen in apparent relief that others 
have to make decisions and do the 
thinking for him. 

Effects of injuries and illness 

Previous organic illnesses and the 
patient’s reaction to them, whether 
he shows an “aptitude for invalid¬ 
ism,” is accident-prone, or overly de¬ 
pendent on medical care, are 
significant. 

Transition to present illness 

Circumstances leading up to the 
present condition of the patient, and 
his reasons for seeking medical aid 
will round out the interview and per¬ 
haps render more significant the in¬ 
formation already gleaned with re¬ 
gard to the presenting complaint. 

While in the process of obtaining 
the patient’s history, the physician 
has an opportunity to make several 
additional observations of his own. 
These are quite important in the 
evaluation of the mental status. 
Observation by a trained observer is 
sufficient to establish many instances 
of strongly unhealthy mental con¬ 
tent. Hypochondriasis becomes evi¬ 
dent upon inquiry into the status of 
the various organ systems, if this 
attitude has not intruded itself be¬ 
fore. Special preoccupations, phobias 
and obsessions should be noted when¬ 
ever they appear. Distortions in 
thinking, such as paranoid delusions, 


may be harder to discover, unless 
the interview is so comprehensive 
that it happens to touch upon the 
particular subject embraced by the 
delusion. 

Some people are obviously mood- 
dominated. It is important to record 
whether the prevailing mood is one 
of anxiety, hostility, suspicion, de¬ 
pression or well-being. The intensity 
and appropriateness of emotional 
responses are important in the diag¬ 
nosis of early schizophrenia and 
other disorders. In some depressed 
patients, the degree of apathy pre¬ 
vents the assembling of any reliable 
historical facts. Such a condition 
must not be overlooked in recording 
the psychiatric history. 

In addition to the data gained 
from interview and personal observa¬ 
tion, the physician may further his 
understanding of the patient while 
conducting some simple neurological 
tests. When the sensorium shows im¬ 
pairment, rendering the patient dis¬ 
oriented for time and place, the 
physician naturally thinks of organic 
brain damage and looks for neu¬ 
rological signs. In the absence of 
such symptoms, examination of this 
nature is not so often employed. 
Yet, even in the absence of any sus¬ 
picion of damage to the central 
nervous system, the physician is 
justified in checking reflexes, mus¬ 
cular coordination and motor re¬ 
sponse. These measures reassure the 
patient and provide time for friend¬ 
ly, off-the-record conversation. This 
gives the physician an additional 
opportunity to observe the patient’s 
overall bearing, his mannerisms and 
general outlook undistorted by self- 
consciousness. For when the patient 
knows that his body is under 
scrutiny, his mind will very likely 
be off guard. 

Whether the purpose of the inter¬ 
view is to supplement the medical 
record or to obtain a more extensive 
psychiatric evaluation, a workable 
formulation can usually be made if 
the above factors are considered in 
a sincere and comprehensive exam¬ 
ination. 
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3d AY 


Q^cT) 


■ifc ^uring the Nineteenth Cen¬ 
tury, psychiatry in America was 
concerned more with social reform 
than with new discoveries about the 
workings of the mind. Among the 
reforms instituted during this period 
were better facilities for the care of 
mental patients and improvement in 
the legal status of those who were 
judged insane. Both of these reforms 
were memorably advanced by the 
work of Isaac Ray. 

Throughout the span of Ray’s life¬ 
time, 1807-1881, psychiatry was 


heavily influenced by the humani¬ 
tarian efforts of his predecessors. In 
America, Dorothea Dix had opened 
the way for more and better mental 
institutions; in France, Pinel had 
revolutionized the care of the insane 
by demonstrating the effectiveness of 
kinder treatment measures; and in 
England, the illustrious Tuke family 
had worked diligently to remove the 
stigma of mental illness from the 
public mind. Following his gradua¬ 
tion from Harvard Medical School, 
Ray traveled abroad, studying the 


conditions affecting the mentally ill 
in various countries. Upon his return 
to America, he began practicing 
medicine in Portland, Maine, follow¬ 
ing which he was appointed super¬ 
intendent of the mental hospital in 
Augusta, Maine. Shortly thereafter, 
in 1847, he assumed charge of Butler 
Hospital in Providence, Rhode Island 
—a position which he held for twenty 
years. 

As a hospital superintendent, Ray 
gave particular attention to the fac¬ 
tors responsible for the attitude of 
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public dread toward mental institu¬ 
tions. He set about to correct the 
barren atmosphere, the bleak and 
monotonous interiors, the overcrowd¬ 
ing of patients, and supervision by 
inadequately trained employees. Al¬ 
though a popular trend of the times 
was toward the abolition of all me¬ 
chanical restraints on asylum pa¬ 
tients, Ray felt that this was unwise. 
He contended that restraint was nec¬ 
essary for a small per cent of the 
patients, describing it as “a necessary 
evil, used only for the prevention of 
a greater.” 

In 1844, thirteen superintendents 
of mental hospitals banded together 
to form an organization which later 
became the American Psychiatric 
Association. Ray was one of the 
founders. The perspective of a cen¬ 
tury has shown that Ray’s prelimi¬ 
nary work in medical jurisprudence 
provided a sound basis for the re¬ 
forms implemented by the Associa¬ 
tion for decades to come. 

Ray felt that injustices toward 
the mentally ill prevailed as a result 
of lack of clarification of their legal 
status. In both criminal and civil 
law, he felt that mental patients 
often failed to receive fair treatment. 
He cited the fallacies inherent in 
using the McNaughten Rule as the 
sole criterion for establishing culp¬ 
ability in criminal cases. He felt that 
the problem of criminal responsibil¬ 
ity was over-simplified unduly by 
merely inquiring, “did the defendant 
know what he was doing and did he 
know that it was wrong?” It was 
obvious to Ray, as it is to any physi¬ 
cian who has had experience with 
psychotics, that a man may be quite 
demented and still be capable of 
recognizing the difference between 
right and wrong. Ray was not a 
sentimentalist who contended that all 
criminals were mentally ill. But he 
did feel that the small percentage 
who were insane were judged by 


legal standards decades behind the 
state of psychiatric knowledge. 

He pointed out that in the courts 
of law, the mind was conceived from 
its purely intellectual aspect. Neither 
lawyers nor jurists were accustomed 
to thinking in terms of emotional, 
sociological or biological factors, 
which also affect the behavior erf an 
individual. Ray devoted much effort 
in behalf of those patients afflicted 
with “moral insanity,” which meant 
that they could be intellectually 
sound, yet incapable of resisting 
some impulsive criminal act. This 
concept is of major significance in 
psychiatry—it provided a forerunner 
for that group of character disorders 
classed as psychopathic, or socio- 
pathic personality. Ray held that 
this type of criminal, “whose reason 
shares a divided empire” with his 
emotions, should not be permitted to 
go free. Still, he did not feel that 
they should be classed as hardened 
criminals, but preferably should be 
confined for treatment in the hope 
of an eventual cure. 

Ray observed the fallacy inherent 
in the blunt assumption that every 
individual is either sane or insane. 
He wrote, “Jurists, who have been 
so anxious to obtain some definition 
of insanity, which shall embrace 
every possible cause, should under¬ 
stand that such a wish is chimerical, 
from the very nature of things.” He 
took the position “let the prosecution 
try to prove the defendant sane, 
rather than ask the defense to prove 
him insane,” and they will see what 
they are up against. 

Ray’s prolific contributions to the 
literature of mental disorder have 
been hailed for a century for their 
progressiveness and clarity. His 
“Treatise on the Medical Jurispru¬ 
dence of Insanity,” published in 
1838, went through six editions, and 
was acclaimed the first and the most 
important work on this subject in the 


English language. Emphasizing the 
need for members of the legal pro¬ 
fession to reconcile their procedures 
with medical findings, this volume 
was a tremendous influence in shap¬ 
ing court decisions in regard to the 
mentally ill. 

In 1850, Ray presented his “Proj¬ 
ect of a Law,” which proposed a 
code of civil rights for mental pa¬ 
tients deprived of their liberty. The 
legal status of such patients was in¬ 
consistent throughout the different 
states, and their confinement was 
not regulated by statute. Ray pointed 
out that this condition led to all 
manner of corruption and was “fruit¬ 
ful of evil to all parties concerned.” 
Ray’s 21 provisions were studied for 
five years by the Association of 
Medical Superintendents and finally 
adopted as a criterion for the desir¬ 
able legal attitude toward mental 
patients. The Association then de¬ 
voted concerted pressure toward hav¬ 
ing the statutes amended in accord¬ 
ance with Ray’s humanitarian views. 

Even though many laws were 
eventually changed, the process was 
halting and fraught with dissension 
in many states. Throughout the 
country, however, there was a grad¬ 
ual awakening to the fact that the 
insane also are entitled to “certain 
inalienable rights.” The goal was 
stated eloquently by Ray, “we must 
look for improvement, not so much 
to any devices of legislation as to 
broader views and a firmer spirit on 
the part of those who administer the 
laws, to a higher sense of professional 
honor, both in the lawyer and in the 
physician, and to a healthier public 
sentiment.” 
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question: Are there any recent 
studies which correlate cerebral in¬ 
sult with emotional stress? 

answer: Dr. Arthur Ecker has pub¬ 
lished a preliminary report of 20 
cases which correlate cerebral insult 
with specific emotional stress. Emo¬ 
tional stress is not presented as the 
precipitating factor but rather as a 
possible contributing one. Cases out¬ 
lined include both nontraumatic in¬ 
tracranial hemorrhage and sudden 
hemiparesis. The reader is impressed 
with the youth of some of the pa¬ 
tients in this series. While physicians 
have long recognized the close asso¬ 
ciation between emotional and vas¬ 
cular states, few have emphasized 
the immediate precipitating circum¬ 
stances when strokes occur among 
younger persons. 

A 17-year-old boy, of a retiring 
and somewhat effeminate nature, 
was the son of a man who prided 
himself on his vigor and athletic 
prowess, who did not conceal his in¬ 
tolerant feelings toward the boy. 
Upon beginning to work with his 
father, the youth suffered severe 
headache, right hemiparesis and 
aphasia. Neurologic examination and 
pneumoencephalogram were normal. 
Temporary blockage of the internal 
carotid artery, as revealed by angi¬ 
ography, was attributed to spasm of 
the artery. The spasm was sub¬ 
stantiated when later arteriograms 
showed normal filling of intracranial 
arteries. Following his improvement, 
psychiatric interviews were begun. 
During an interview while his father 
was present, the boy reacted with a 
brief recurrence of the aphasia. This 
case history illustrates hemiparesis 
without any evidence of arterial 
thrombosis. 


In an 11-year-old girl, anticipated 
desertion fears were apparently re¬ 
activated and precipitated a hemor¬ 
rhage into the basal ganglia. The 
child failed to find her mother at 
home one day as expected, ran 
through the neighborhood trying to 
find her, and finally collapsed. Ex¬ 
amination revealed bloody spinal 
fluid and left hemiplegia; angio¬ 
graphy was inadequate; pneumoen¬ 
cephalography revealed enlargement 
of the right basal ganglia and hydro¬ 
cephalus. One month later, the test 
revealed atrophy of the right thala¬ 
mus and parieto-occipital region of 
the right cerebral hemisphere. 

A 25-year-old man was being 
studied by a urologist. On the date 
scheduled for his third visit, the 
patient experienced sudden onset of 
extreme anxiety and severe head¬ 
ache. The headache continued for 
five months, gradually increasing in 
severity. In addition, he developed 
transitory anomia, alexia, unsteady 
gait, and intermittent fever. Exami¬ 
nation and craniotomy revealed left 
occipitotemporal intracerebral he¬ 
matoma. Six months after surgery, 
the patient confided to his physician 
that he had been consulting the 
urologist to determine possible ster¬ 
ility. On his first two visits, he had 
been unable to produce semen. The 
possibility of failure on the third visit 
represented the greatest personal 
threat he had experienced in his life 
and initiated the onset of symptoms 
which led ultimately to surgery. 

The investigator summarized by 
calling attention to the “special emo¬ 
tional stress which immediately pre¬ 
ceded the stroke” in 15 of the 20 
cases. In addition, 13 of the 20 cases 
exhibited long-standing personality 


difficulties prior to the stroke. Ecker 
concluded that in such patients the 
threshold for the production of ar¬ 
terial spasm is lower than average. 

Reference: Ecker, A.: Emotional Stress before 
Strokes: A Preliminary Report of 20 Cases, Ann. 
Internal Med. 40:49 (Jan.) 1954. 

question: What type of occupational 
therapy is most beneficial for men 
whose convalescence is prolonged? 

answer: When men must be incapaci¬ 
tated for long periods of time, it is 
of extreme psychological value to 
engage them in activities with mas¬ 
culine significance, whenever pos¬ 
sible. This not only provides a feel¬ 
ing of satisfaction, but is also useful 
in forestalling the appearance of 
helpless and dependent attitudes in 
the patient. Maximum benefits from 
occupational therapy are not attained 
when men are assigned such activi¬ 
ties as knitting, or sewing. Fly-tying 
is extensively used and is sports- 
oriented. Antique guns in bad condi¬ 
tion can be purchased reasonably 
and these can be repaired and pol¬ 
ished. Bamboo poles are inexpensive 
and can be made into magnificent 
flyrods. The carving of hunting bows 
calls for precision and constitutes a 
true art of handicraft. Stringing 
tennis rackets and covering baseballs 
have also been suggested. Lens kits 
may be purchased as war surplus 
and the patient taught to build 
simple telescopes and field glasses. 
Unconsciously, male patients derive 
emotional strength from working 
with objects which increase their 
masculine self-respect and salvage 
them from boredom, while creating 
something they feel is worthwhile. 

Reference: LeShan, L., and LeShan, E.: The 
Psychodynamics of the Male Patient, Am. J. 
Occupational Therapy 6:208 (Sept.-Oct.) 1952. 




















Every practitioner discovers 
early in his clinical work that the 
textbook disease entities learned in 
medical school bear scant resem¬ 
blance to the sick people he is called 
upon to diagnose and treat. This is 
particularly true of the neuroses. If it 
served no purpose other than to en¬ 
able the physician to put a label on 
the patient, the learning of the var¬ 
ious neurotic syndromes would be 
of questionable value. Hardly any¬ 
one ever sees a “pure” case of hys¬ 
teria, obsessive-compulsive reaction, 
or phobic state. A more useful per¬ 
spective might be to consider the 
various neurotic syndromes as repre¬ 
senting different patterns of reaction 
to emotional stress, i.e., different 
mechanisms available to the indi¬ 
vidual in attempting to deal with his 
problems. Then a diagnosis may be 
made according to the predominant 
mechanisms employed by the pa¬ 
tient, without having to consider 
additional symptoms that will not 
fit into the textbook picture. 

A phobia can be defined as a per¬ 
sistent, unreasoning fear of some¬ 
thing (object, situation, person, ani¬ 
mal, etc.,) that appears objectively 
groundless or grossly exaggerated in 
degree. When these morbid fears are 
the predominant symptoms shown 
by the patient, a diagnosis of phobic 
reaction would be made. The essen¬ 
tial mechanism in the development 
of a phobia is this: anxiety generated 
by some emotional conflict is dis¬ 
placed from its original source to 
some external object or situation. 
This displacement is never arbitrary 
and meaningless; there is always 
some associative, or symbolic, link be¬ 
tween the original anxiety-provoking 
conflict and the feared object. A 


classical case history, first cited by 
Freud, will illustrate: 

A young girl had for many years 
a morbid fear of running water. 
Even running water from a hydrant 
would provoke an almost unbearable 
anxiety. She was completely at a loss 
to explain this fear until she was 
visited by an aunt whom she had not 
seen since childhood. Shortly after 
arriving the aunt took her aside and 
whispered “I’ve never told our 
secret.” Upon hearing this, the pa¬ 
tient suddenly remembered an inci¬ 
dent that had occurred when she was 
five years old. Against her mother’s 
strict orders she had slipped away 
to go wading in a stream with a 
small waterfall. While wading, she 
lost her footing and was drawn under 
the waterfall by the current. The 
aunt happened along and rescued 
her, then helped her dry out her 
clothes and agreed to keep the secret 
so the little girl would not be pun¬ 
ished by her mother. With the 
recovery of this memory, the woman 
lost her fear of running water. In 
this case the running water was a 
sort of abbreviated mental symbol 
for the original anxiety-provoking 
scene, the rest of which had been 
blotted from conscious memory. The 
emotional response was appropriate 
enough in the original setting— 
terror at the near-drowning and fear 
of the mother’s punishment. When¬ 
ever the full significance (conscious 
and unconscious) of a phobia is 
understood, the emotional response 
of the patient no longer seems in¬ 
appropriate or unintelligible. One 
might wish that all phobias were as 
simple in origin and as dramatic in 
recovery as the above case appar¬ 
ently was, but this is rarely so. 


Types of phobias 

After the introduction of the gen¬ 
eral term phobia, a rash of words 
were coined to indicate specific fears, 
e.g., aleurophobia—fear of cats, acro¬ 
phobia—fear of high places, even 
phobophobia—a fear of fear. A long 
list of these terms may be found, 
with definitions, in any standard 
medical dictionary. Nothing useful 
is gained, however, by translating 
the English words into their Greek 
equivalents. There is practically 
nothing one can say in general terms 
about the meaning of any specific 
fear. Its only real significance lies in 
its completely private and individual 
meaning to the particular patient. 
What is more important, it would do 
no good and probably do harm if the 
physician were to immediately tell 
the patient what his phobia symbol¬ 
ized. While it is true that certain 
specific phobias are almost constantly 
associated with emotional conflicts 
of a predictable nature, the therapist 
must in each case guide his patient 
to make the discoveries for himself. 

Dynamics 

As in all neurotic symptoms, the 
phobia serves the patient a positive, 
useful purpose—despite its painful, 
unpleasant, sometime incapacitating 
nature. For this reason alone he will 
be loath to give it up until some 
better solution to his conflicts is in 
sight. The whole process usually 
starts off in some situation where 
forbidden impulses—usually of a 
sexual or a hostile nature — are 
aroused. It is the fear of these im¬ 
pulses, or dread of the anticipated 
punishment for their expression, that 
generates the initial anxiety. 




In an attempt to ward off these 
impulses, to prevent their breaking 
through into consciousness, the pa¬ 
tient unconsciously displaces the 
anxiety to some outside object or 
situation. This not only diverts the 
attention and interest away from the 
forbidden impulses but also converts 
the anxiety into something more 
manageable by relating it to an ex¬ 
ternal stimulus that can be at least 
partially avoided. 

Sometimes the situation is dif¬ 
ferent in that something originally 
wished for unconsciously becomes 
feared instead, with no displacement. 
The familiar old maid’s fear of the 
man under her bed is a good example 
of this mechanism. 

If the initial solution of the con¬ 
flict were completely successful, few 
phobic patients would ever come for 
medical treatment. That is, if the for¬ 
bidden impulses were forever barred 
from attempting to enter conscious¬ 
ness and only a fear of some one 
avoidable situation remained, the 
patient could get along fairly com¬ 
fortably. The trouble is that there is 
usually a continuing pressure from 
the dammed-up impulses and as a re¬ 
sult the phobia spreads. For example, 
what begins as a phobic reaction to 
black cats elaborates to include all 
cats and eventually perhaps to all 
four-legged animals. In various ways 
the phobic patient finds his “safe” 
world gradually constricting until he 
may even be confined to a pre¬ 
carious, miserable existence in one 
room of his home. Of course the con¬ 
dition may become “stabilized” at 
any point on the continuum from a 
barely annoying phobia to virtual 
imprisonment by fear. 

Differential diagnosis 

Because of the prognostic impor¬ 
tance, two possible diagnostic pitfalls 
need be mentioned. First of all, a 
failure to inquire fully into the pa¬ 
tient’s attitudes about his fears may 
cause one to mistake a psychotic 
delusion for a phobia. The phobic 
patient is fully aware of the illogical 
and excessive nature of his emotional 
reaction to the thing feared. In fact, 
he may become quite depressed and 
think he is losing his sanity, to have 
such fears. 

Not so the psychotic. A schizo¬ 
phrenic may, for example, mention 
being afraid of cats; further inquiry 


may reveal that he fears them be¬ 
cause they look at him in a strange 
way and cause terrible thoughts to 
come into his mind. Or he may be 
afraid to go in a certain room because 
he thinks poison gas is being squirted 
through the walls. In other words, in 
view of the psychotic’s delusions, his 
fears are fully justified. 

A second possible source of con¬ 
fusion lies in the similarity of some 
phobias to obsessive thoughts. Indeed, 
the term phobia is often erroneously 
applied to certain obsessions, such as 
the obsessive fear of dying, or an 
unfounded fear of cancer. It is true 
that obsessions and phobias may be 
so intermingled and so closely asso¬ 
ciated that distinguishing them is 
difficult. Even the psychiatric text¬ 
books are rather confusing on this 
point. As a general rule, it might be 
well to limit the term phobia to in¬ 
stances where the anxiety is dis¬ 
tinctly referred to something outside 
the patient’s own person, avoidance 
of which serves to ward off anxiety. 
An obsession is an unwelcome, often 
painful, idea that intrudes itself into 
the person’s stream of thought, not 
necessarily related to any outside 
stimulus. The important practical 
point is this: treatment is apt to be 
more difficult, more time-consuming, 
and less successful when obsessive 
thinking is a dominant factor. 

T reatment 

Few psychiatric syndromes offer a 
clearer indication for psychotherapy 
than the phobic reactions. Psychoan¬ 
alysis or psychoanalytically-oriented 
psychotherapy of the “uncovering” 
type are generally held to be most 
effective. In any event, an attempt 
is made to lead the patient to the 
unconscious forces motivating his 
fears and to help him deal with these 
forces in a mature and healthy 
manner. This necessarily requires a 
therapist with specialized psychiatric 
training. 

In situations where the physician 
without such training must handle 
the patient, he will do well to avoid 
any interpretation to the patient of 
the unconscious conflicts, even when 
these are obvious. Injudiciously timed 
interpretations can precipitate panic 
states in these individuals. A simple, 
impersonal explanation may be in 
order, to the effect that a peculiar 
thing about phobias is that the thing 


feared often represents something 
else which the patient is even more 
afraid to face. The physician might 
go on to say that the original fear 
can probably be uncovered if time 
and a therapist are available, but the 
patient would likely find the original 
fear also groundless, having roots 
in some childhood misconception, 
emotion-charged, and then forgotten. 

Sympathetic listening and assist¬ 
ance in resolving current life prob¬ 
lems may be of great help. By merely 
accepting the patient as an individual 
and avoiding censure or disparage¬ 
ment, the physician can contribute 
a great deal toward restoration of the 
patient’s mental health. Some pa¬ 
tients derive enough emotional sup¬ 
port from this alone to be able to 
expand their limited range of activ¬ 
ities. Sedatives should be given spar¬ 
ingly, if at all, to avoid development 
of a dependence on them. 

It might be mentioned that phobic 
reactions are the most typical and 
most common manifestation of anx¬ 
iety in childhood. Morbid fear of 
the dark, of the “bogey-man,” or of 
animals are commonly seen. Utiliz¬ 
ing the general assumption that a 
phobic reaction in a child implies 
some significant emotional inse¬ 
curity, the physician can sometimes 
accomplish excellent results by in¬ 
vestigating the family situation and 
working with the parents. 

Erickson cites a case of a four- 
year-old boy who developed a terror 
reaction at the sight of his grand¬ 
father’s tractor, even though he had 
formerly been fascinated by it and 
had enjoyed riding on it. This hap¬ 
pened shortly after the boy’s mother 
had a set of twins. The parents, 
working on the assumption that the 
child was feeling relatively neglected 
and unloved after the twins’ arrival, 
made it a point to give him generous 
extra attention and affection. Shortly 
the fear of the tractor disappeared. 
If all parents were equally alert to 
the emotional needs of their children, 
adult phobias might eventually be¬ 
come medical rarities. 
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The 
Cost of 

Mental Illness 


H AVE you ever seen a thousand- 
dollar bill? 

Few persons have. 

Well, can you imagine one? 

Gladly. Imagining is easy. Looks 
something like a dollar bill, only 
with three zeros added. But each of 
those zeros commands its own special 
brand of respect. 

If you can imagine one thousand- 
dollar bill, you can just as well 
imagine a whole stack of them. 
Stack them up one thousand deep. 
That’s a million dollars right there. 
Now imagine one thousand stacks 
like that. What you have just visual¬ 
ized is one billion dollars, and that’s 
a lot of money to anyone, or any 
industry, or any country, on this 
earth. 

And that is what the American 
taxpayer is paying annually for care 
of the mentally ill! 

This toll may be staggering, but 
it is never static. It is climbing 
mercilessly upward at the rate of 50 
million dollars a year. 

During the year 1950, the cost of 
maintaining patients in mental hos¬ 
pitals was $551 million, construction 
costs for mental hospitals were $186 
million, and veterans’ pensions for 
the mentally ill amounted to $360 
million. These figures were obtained 
from the National Mental Health 
Committee, whose goal is to “reduce 
the toll exacted by mental illness 
in America” — through research, 
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improved facilities, and vitally 
needed psychiatric training. 

Exorbitant as the financial cost 
may be, it is not so overwhelming as 
the cost in human suffering which 
devolves from mental illness. 

The National Mental Health Com¬ 
mittee reports that one in every 18 
persons in the United States today 
is the victim of some form of mental 
illness. There are over 690,000 
patients confined in mental hospitals. 
At least half of these have schizo¬ 
phrenia. Because of such factors as 
belated recognition of their condi¬ 
tion, inaccessibility of psychiatric 
personnel, and inadequate hospital 
facilities, most of these patients can¬ 
not be rehabilitated. Yet treatments 
are known which might have sal¬ 
vaged them, had they been admin¬ 
istered early enough. Usually, before 
the personality undergoes the com¬ 
plete breakdown seen in schizo¬ 
phrenia, there have been a multitude 
of warning signs. These may be 


found in the individual’s behavior, 
thinking and emotions. Unfortu¬ 
nately, members of the patient’s 
family lack the distant perspective 
to note anything peculiar in his iso¬ 
lation, his odd mental associations 
and his inappropriate emotional re¬ 
actions. A psychiatrically-oriented 
physician, however, might readily 
discern that the patient’s hold on 
reality was precarious. 

Army statistics reveal that during 
World War I, only one-fourth of the 
psychiatric casualties were able to 
return to active duty. Psychiatric 
treatment made tremendous progress 
within the next 30 years. In the 
Korean war, psychiatric first-aid be¬ 
came a reality. Emergency stations 
back of the lines provided immediate 
psychotherapy within earshot of the 
big guns up front. In Korea, 70 per 
cent of the psychiatric casualties 
were back on active duty within two 
weeks, and 25 per cent more were 
able to return within a month or so. 


Only about five per cent developed 
mental illness which crystallized to 
a point at which they had to be in¬ 
valided home. The knowledge de¬ 
rived from this experience is of his¬ 
toric significance in the field of psy¬ 
chiatric research. 

Today, more patients are being 
admitted to mental hospitals than 
are being released. If the problem of 
mental illness is ever to be brought 
under control, this factor will have 
to be reversed. Research directed to 
the prevention of mental collapse 
can be productive in both dollars 
and lives. 

For the fiscal year ending July 1, 
1953, the National Institute of Men¬ 
tal Health had some three million 
dollars allocated to research. In con¬ 
trast, the Department of Agriculture 
spent 40 million dollars in one year 
on hoof and mouth disease alone. 
While research directed to preven¬ 
tion is more nebulous than that 
which eradicates a visible scourge, 
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the ultimate benefits of the former 
may be even more rewarding. 

Over the years, research has been 
responsible for much progress in 
mental health. Several notable in¬ 
stances are readily recalled. Between 
1947 and 1951, new admissions of 
patients with general paresis in New 
York were cut in half. This was a by¬ 
product of the discovery that peni¬ 
cillin provided a cure for syphilis. 

Research in nutrition, with partic¬ 
ular emphasis on the Vitamin B 
Complex, is responsible for the near 
extinction of psychosis associated 
with pellagra. 

And the current generation of 
practicing physicians has witnessed 
the gratifying reversal in the depres¬ 
sive syndromes in patients who have 
undergone convulsive therapy. 

There is yet much more research 
can do. Indeed, Dr. Stanley Cobb, 
Chief of the Psychiatric Service, 
Harvard Medical School, believes 
that significant practical results 


toward the cure of schizophrenia 
could be realized in five years of in¬ 
tensive research, directed particu¬ 
larly to endocrine findings. 

In February of 1954, the governors 
of all 48 states sponsored the Na¬ 
tional Conference on Mental Health 
in Detroit, Michigan. One of the 
major aims of the conference was to 
find ways of carrying out the propo¬ 
sals made after two years’ intensive 
study by the Council of State 
Governments throughout the United 
States. This study, entitled “Train¬ 
ing and Research in State Mental 
Health Programs,” comprised 350 
pages and was presented at the 45 th 
annual Governors’ Conference in 
Seattle in August, 1953. A summary 
of the nation’s need, as the governors 
saw it, states: 

“Care and treatment alone, along 
present lines, cannot cope with the 
present and emerging situations. 
Hope for the future lies primarily 
in widening and deepening the 


knowledge of mental disorder—in 
the discovery and application of 
better means of treatment and pre¬ 
vention. These can be attained only 
through more research, and through 
training of mental health personnel. 
Research and training thus are the 
essential bases for reducing admis¬ 
sions to mental hospitals and, ulti¬ 
mately, for reducing hospital popu¬ 
lations.” 
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I I la !/■ j a 39-year-old male, was 
referred 'for psychiatric consultation 
with complaints of insomnia, loss of 
energy, moodiness and irritability. 
The symptoms had developed gradu¬ 
ally over four months and had pro¬ 
gressed in severity until he was 
barely able to continue working and 
was having occasional spells of 
crying. 

physical status: Physical examination 
by the referring physician had re¬ 
vealed no evidence of organic dis¬ 
ease. Because of the symptoms of 
weight loss and diminished appetite, 
roentgenographic examination of the 
upper gastrointestinal tract was 
done; no pathological condition was 
found. Other laboratory studies in¬ 
cluded a complete blood count, uri¬ 
nalysis, and a serological test for 
syphilis, all yielding normal findings. 

psychiatric status: The mental ex¬ 
amination revealed profound feelings 
of despondency and inadequacy, plus 
suicidal ruminations. The patient 
felt that he was a failure in his work 
and a burden to his family. He was 
anxious, ill at ease, and intermit¬ 
tently tearful during the interview. 
Productivity of speech was retarded 
and he complained of difficulty in 
concentrating. “It feels like a cloud 
over my mind,” he stated. He was 
extremely concerned over his lack 
of energy, the loss of weight and 
appetite, and a recent loss of sexual 
potency. His orientation was intact, 
and there were no indications of 
memory disturbance. Intelligence 
was estimated to be in the high 
superior range. 

history: The patient was encouraged 
to give a spontaneous history of the 
onset of his troubles, and he immedi¬ 
ately began to relate it to difficulties 
connected with his job. A civil en¬ 
gineer, he had been with a large 
construction company some seven 
years. About three months before his 
illness began he had received a sud¬ 
den and unexpected promotion. In 


his new position he found himself 
having to give instructions and 
orders to several of his former su¬ 
periors, most of whom were many 
years his senior. In addition, the 
work called for greater responsibility 
in making decisions. 

About a month after assuming his 
new position, he had made an error 
in judgment on a job which cost the 
company several hundred dollars. He 
was quite upset by this but his em¬ 
ployer had encouraged him to forget 
it, saying such things were part of 
the unavoidable risks of the business. 
Nevertheless, the incident had be¬ 
come so magnified in the patient’s 
thinking that he was seriously con¬ 
sidering making a request to be de¬ 
moted to his former job. On closer 
questioning, however, the patient 
admitted that although this error 
had been made two months before, 
he had not really given the incident 
much thought until the past three or 
four weeks. 

Up to this point in the interview 
the patient had not mentioned his 
family at all. When asked to tell 
something of his family, he became 
visibly upset, his eyes filled with 
tears, and he was unable to respond 
for a minute or so. He then spon¬ 
taneously commented, “Maybe I 
haven’t been telling you the really 
important things, Doctor.” He then 
related that there were five children, 
ranging from nine years to eighteen 
months in age, at approximately two 
year intervals. Because of religious 
beliefs, he and his wife practiced no 
method of contraception, and about 
six months previously she had be¬ 
come pregnant for the sixth time. 
They were both upset because of the 
already difficult financial situation, 
but they agreed they would manage 
somehow and said nothing else to 
one another about the pregnancy 
being unwelcome. The patient had 
another reason for his own mis¬ 
givings; during her two previous 
pregnancies his wife had been 
very irritable, continuously ailing, 


and had required a great deal of 
extra help from him with both the 
housework and the care of the chil¬ 
dren. This he dared not mention to 
his wife, but he certainly did not 
relish another hectic nine months of 
that sort. 

In the second month of her preg¬ 
nancy, the patient’s wife had a spon¬ 
taneous abortion. In telling this the 
patient commented, “I guess it was 
right after that when I started get¬ 
ting depressed.” By encouraging the 
patient to elaborate on his emotional 
reaction to the abortion, he was en¬ 
abled to verbalize his feelings of 
relief and secret gratification, feel¬ 
ings which he had hardly dared 
admit to himself. He felt it was 
shocking and indecent to have such 
feelings, and told the psychiatrist 
“You must think I’m a pretty terrible 
person.” It was immensely relieving 
to him that the psychiatrist was not 
shocked and accepted his feelings 
uncritically. 

In subsequent interviews, another 
important aspect of his emotional 
reaction came to light. For some 
time he had been torn between his 
conscientious religious convictions 
about birth control and the wish to 
limit his growing family; the sixth 
pregnancy made it all too clear that 
the “rhythm method” was not work¬ 
ing for them, and the alternative of 
abstinence had little appeal. He had 
tried to put this problem aside after 
getting over the initial shock of his 
wife’s last pregnancy. But after the 
miscarriage, the problem could no 
longer be ignored, since another 
pregnancy was definitely unwanted. 
It was obvious that the patient would 
have welcomed a direct recommen¬ 
dation from the physician which 
would solve this dilemma and in¬ 
cidentally take part of the respon¬ 
sibility off his own shoulders. He was 
told, however, that it was neither the 
right nor the responsibility of the 
physician to make such a decision for 
him. He was advised that he and his 
wife would have to face the problem 
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squarely themselves and work out a 
solution they could live with, using 
religious counsel if desired. 

diagnosis: Reactive depression. 

SUBSEQUENT CLINICAL COURSE: In the 

course of six interviews over a two 
and one-half week period, this man 
showed a dramatic improvement in 
symptoms. The sleep disturbance 
disappeared, appetite returned, and 
he began to regain interest in his 
work. At the end of the sixth inter¬ 
view, he asked if he might proceed 
without the therapist for a while 
with the option of calling for further 
appointments if necessary. He was 
not seen again by the psychiatrist, 
but a year later his family physician 
reports he is getting along well and 
has had no recurrence of symptoms. 

discussion: It is obvious that the pre¬ 
cipitating incident of the abortion 


would not have produced such an 
extreme reaction in the average indi¬ 
vidual. This man was a very metic¬ 
ulous, perfectionistic person who 
prided himself on his self-control— 
a sort of unbending, rigid conformist. 
He habitually insulated himself from 
any intense emotional relationships. 
His obsessive character structure had 
been his principal defense, and when 
it failed, and he was faced with feel¬ 
ings of not wanting to conform, the 
depressive reaction resulted. 

Therapy was limited to helping 
him through an emotional crisis 
precipitated by a difficult life situa¬ 
tion, and no basic alteration in per¬ 
sonality structure was attempted. 
Perhaps he will be less vulnerable 
to a similar reaction in the future as 
a result of facing and assimilating 
some emotions within himself that he 
had previously tried to deny. He 
learned that “nice” people, and even 


devoutly religious ones, have “bad” 
feelings—a valuable object lesson in 
his case. 

This patient, like so many others, 
had a ready explanation for his feel¬ 
ings of depression which turned out 
to have little or no relation to the 
real causes. The need to have things 
make sense and to justify one’s feel¬ 
ings is universal. Consequently, any¬ 
one who experiences overwhelming 
emotions from within has usually hit 
upon some rationalization for the 
feelings by the time he reaches a 
physician. This is also in the service 
of the unconscious struggle to keep 
the real feelings hidden, since it 
directs the attention elsewhere. The 
physician must therefore avoid tak¬ 
ing at face value the patient’s ex¬ 
planations for his difficulties. While 
listening to everything the patient 
says, it is also vitally important to 
be alert to what he does not say. 













onstantly appearing in clinical 
practice is the problem of sexual im¬ 
potence. This dysfunction can have 
devastating effects on the patient’s 
personality and family life. Total 
impotence, consisting of complete 
inability to obtain a penile erection 
under any circumstances, is rare 
except in senility. When erectile im¬ 
potence occurs consistently in men 
under 55, the cause is usually psy¬ 
chological. 

Relative impotence takes a variety 
of forms. It is difficult to amass any 
meaningful statistics on incidence 
until it has been determined pre¬ 
cisely what type of impotence is 
being discussed. 

Types of sexual impotence 

When a man’s sexual capacity is 
conspicuously below the average 
range for his age group, and below 
the norm which he considers desir¬ 
able, he may seek medical advice. 
In some instances, the man is re¬ 
ferred for consultation by his wife. 

The patient’s major limitation 
may be failure to obtain an erection 
at will. Or it may lie in the sphere 
of endurance, in which case it is 
manifested by inability to maintain 
erection, resulting in hasty or pre¬ 
mature ejaculation. A third type is 
inhibition of psychic release, in 
which the man experiences ejacula¬ 
tion with little or no pleasure or re¬ 
laxation of emotional tension. Still 
another type is failure to obtain 
ejaculatory release, in which dura¬ 
tion of the sex act is determined by 
the patient’s threshold of exhaustion. 
This appears to be the rarest of all, 
and when it occurs, it usually has 
some physical cause. 
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POTENCE 


Erectile impotence is the form 
commonly seen as a presenting com¬ 
plaint. The personal value which a 
man usually associates with his 
genital apparatus makes it unlikely 
that men with ejaculatory or psychic 
failure will regard themselves as im¬ 
potent at all. According to Kinsey’s 
statistics, erectile impotence becomes 
a problem in approximately six per 
cent of the males under 55, increas¬ 
ing to 25 per cent as the age bracket 
is extended to 65. As observed in 
clinical practice, however, the per¬ 
centages are somewhat higher. 

Physical aspects of impotence 

Lay publications have done much 
to promote an oversimplified view 
of the role of hormones in the body. 
As a result, it is not surprising that 
some male patients assume that all 
their physician has to do is to ad¬ 
minister a course of testosterone, 
following which their impotence will 
magically cease. They will usually 
be disheartened to learn that in the 
absence of endocrine dysfunction, 
endocrine replacement therapy can¬ 
not be expected to produce the de¬ 
sired effects. 

Males who, through irijury or 
surgery, have been deprived of their 
testicles, are suitable candidates for 
hormonal therapy, unless castration 
was effected in the hope of arresting 
cancer of the male reproductive 
organs. Men whose urinary output 
of testicular hormones is conspic¬ 
uously low may also be benefited by 
androgen therapy, but even in this 
instance it is a mistake to assume 
that the amount of steroid present 
is absolutely correlated with the 
amount of sexual drive. 


Perloff has demonstrated that the 
specific effects of androgen treat¬ 
ment are local, consisting of in¬ 
creased vascularity, hypertrophy, 
and sensitivity of the penis in the 
male and the clitoris in the female, 
while the administration of estrogens 
has the reverse effect. Yet neither 
size nor sensitivity is the major prob¬ 
lem in failure to obtain an erection. 
As Perloff states, “androgens appear 
to act primarily on the somatic, and 
only secondarily on the psychic 
aspect” of sex. Thus, he and other 
endocrinologists have concluded that 
the hormonal status does not affect 
sexual drive in either sex to the ex¬ 
tent that psychological factors do. 

Among the possible organic causes 
of impotence are various mechanical 


anomalies, but these are usually dis¬ 
cerned with little difficulty by the 
physician. Hypertrophy of the pros¬ 
tate may become a problem in older 
men, and often surgical removal of 
part of the organ will bring about 
improvement. Urethral stricture may 
interfere with penile circulation and 
so forestall erection. This may be 
corrected by the urologist. Inflam¬ 
matory conditions are easily recog¬ 
nized and attacked. Certain diseases 
of the nervous system may also 
serve as a basis for impotence, and 
the symptom will regress upon alle¬ 
viation of the pathological condition. 
Bailey, however, states that only two 
per cent of the patients he has seen 
who complain of impotence have any 
organic basis for the symptom. Other 














investigators report similar percent¬ 
ages, with the exception of some 
urologists who see a high percentage 
of patients referred because of struc¬ 
tural defect. 

Some physicians have observed 
that, even in the absence of struc¬ 
tural defect, local physical treatment 
measures involving the male geni¬ 
talia have been followed by an im¬ 
provement in sexual potency. How¬ 
ever, any physician who treats a 
preponderance of patients with psy¬ 
chosomatic disorders knows the value 
of a placebo in patients whose major 
need is reassurance. The discomfort 
associated with local therapy may 
also serve as an atonement in pa¬ 
tients whose impotence is closely 
bound with feelings of guilt concern¬ 
ing sex. The fact that this guilt may 
be largely unconscious is no detri¬ 
ment to the effectiveness of the 
therapy. The improvement however, 
is prone to be short-lived, and im¬ 
potence will likely recur upon the 
reappearance of unresolved emo¬ 
tional conflicts. 

Psychological aspects of impotence 

Impotence is most easily corrected 
when it stems from nothing more 
serious than faulty education. This 
is found rather frequently in youth¬ 
ful husbands whose early sexual in¬ 
struction has been inadequate or 
downright erroneous. An example of 
this problem is given in a case his¬ 
tory reported by Weiss and English. 

Impotence as a result of faulty 
education 

A man of twenty-five, married six 
weeks, was surprised to find himself 
impotent with his wife. He had not 
experienced this difficulty in pre¬ 
marital sexual ventures. When ques¬ 
tioned regarding his attitudes toward 
sex, he stated that he considered his 
wife “too good for that sort of thing.” 
Further inquiry brought forth the 
recollection of his mother’s instruc¬ 
tion: “A woman’s body is a sacred 
temple and should not be defiled.” 
The patient had not applied this at¬ 
titude to casual extramarital relation¬ 
ships, but he placed his wife in a 
different category from the other 
women. His wife’s behavior did 
nothing to dispel this idea, for she, 
too, was quite inhibited and reserved. 

The patient was told that faulty 
attitudes toward sex which had been 
instilled in childhood were primarily 



responsible for his impotence. The 
cooperation of his wife was enlisted 
with a suggestion that her aloofness 
might be modified, to the betterment 
of the marital relationship. Since the 
trouble was not deep-seated, only 
three interviews were required to 
eradicate the husband’s impotence. 

While a man is hardly expected to 
be at his sexual best in a sacred 
temple, the implication that the sex 
act defiles the woman is an even 
more paralyzing thought. One is 
tempted to wonder what might have 
been this man’s experience had his 
mother told him instead, “in the act 
of love, you will bring your wife the 
best that is in you.” This dichotomy 
in thinking between “sacred and pro¬ 
fane” love is far more common than 
is indicated in clinical records. In 
many cases it leads to diminished 
sexual potency with specific partners 
for which the man himself will have 
no ready explanation. Often, it is less 
injurious to his pride to seek another 
woman than to seek the advice of a 
physician who could help him. 


Impotence as a result of mother 
fixation 

Another variation of the “sacred 
and profane” attitude toward women 
is seen in men who are impotent 
with women who remind them in 
some way of their mothers. When 
the sexual partner is selected through 
need of a mother-substitute, sex takes 
on an almost incestuous quality. 
This is below the level of the man’s 
immediate consciousness, however, 
and is therefore difficult to overcome. 
Men whose mothers have exerted an 
unusually dominant influence in 
their lives often are attracted to 
women who also dominate them. 
Unresolved feelings the man held 
toward his mother are carried over 
into marriage and applied to his 
wife. Excessive submissiveness may 
then prevent the man from develop¬ 
ing normal masculine aggressiveness 
in sex. In some cases of premature 
ejaculation, psychoanalysis has re¬ 
vealed that unresolved hostility 
originally felt for the mother has 
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been directed to the wife, resulting 
in the unconscious wish to deprive 
her of sexual satisfaction. Saul re¬ 
ports the case of a young man whose 
hostility toward women was so in¬ 
tense that he experienced premature 
ejaculation with women he did not 
respect, and was totally impotent 
with those he did. 

Impotence as a result of narcissism 

An immature and self-aggrandiz¬ 
ing personality is not conducive to 
the attainment of maximum sexual 
potency, though it may be respon¬ 
sible for appalling promiscuity. The 
typical “Don Juan,” whose goal is 
conquest, is deficient in several 
qualities essential to a mature sexual 
relationship. These qualities include 
protectiveness, tenderness and loy¬ 
alty toward members of the opposite 
sex. Many a Lothario would be 
shocked to learn that his kaleido¬ 
scopic romances represent an attempt 
to ward off latent homosexual in¬ 
clinations, but psychoanalysts rec¬ 
ognize that this is a common mani¬ 
festation of arrested psychosexual 


development. In such cases, the en¬ 
tire personality must undergo drastic 
revision before the individual can 
achieve genuine sexual maturity. 

Beliak reports the case of a forty- 
five year old man who had formerly 
worked as a “strong man” in a 
circus. His potency had proved en¬ 
tirely satisfactory with two previous 
wives who had been flagrantly un¬ 
faithful to him. With his third wife, 
who was entirely devoted and chaste, 
he was unable to obtain an erection. 
To this vain and immature man, sex 
was primarily a test of phallic com¬ 
petition. Upon the loss of his rivals, 
the need to compete was gone. 

Still another form of narcissism is 
the adult male’s desire to be babied. 
Mostly this is a normal manifesta¬ 
tion, but it can reach pathological 
degrees. Menninger reports a case in 
which the husband was potent with 
his wife until she expressed a desire 
to have a child. This prospect in¬ 
voked such panic that impotence re¬ 
sulted. When his feelings were ex¬ 
amined, it became apparent that the 


husband was unwilling to relinquish 
his position as the “pampered favor¬ 
ite” of his wife, even in behalf of 
his own child. 

Impotence resulting from fear of 
punishment 

The various causes which can con¬ 
tribute to the loss of potency in the 
male are presented separately to 
avoid undue confusion. Yet in the 
individual patient, they are usually 
found in combination. Underlying 
the entire etiology of psychogenic 
impotence, fear is perhaps the 
greatest inhibitor of all. 

It is easy to recognize that fear of 
ridicule or rejection by the woman 
may impair a man’s potency. Fear 
of contracting venereal disease or of 
begetting an unwanted child are also 
easy to relate to impotence. These 
fears reside close to the surface of the 
mind, and can be brought to con¬ 
sciousness with little probing. 

The neurotic fear is on a deeper 
level; it is completely unconscious, 
and difficult to uncover. In impo¬ 
tence it amounts to this: When the 
need to avoid sex is greater than the 
need to have it, the necessary organ 
will not get ready to perform. The 
man may be incapacitated and em¬ 
barrassed. Yet his impotence protects 
him from what, to him, would be a 
greater calamity than that. 

Laymen and even professional 
persons unfamiliar with psychiatric 
findings sometimes scoff at the 
thought of castration fears, but cer¬ 
tain cases of impotence are clearly 
associated with fear of punishment 
dating back to early childhood. 
Hundreds of patients who have 
undergone psychoanalysis have re¬ 
called feelings of intense guilt asso¬ 
ciated with early sexual curiosity 
and masturbation. In many in¬ 
stances, the sexual aims of the young 
child are met with violent punitive 
measures. Shame and threats are 
thrust upon the child as soon as he 
discovers there is pleasure in fon¬ 
dling his genitalia. As he grows older, 
he is subject to further trauma. The 
little boy discovers that the little 
girl has no penis. If no one tells him 
differently, he may quite naturally 
assume that the “something terrible” 
of which he was warned had actually 
occurred to the little girl. His fear 
becomes, quite specifically, a dread 
of penile amputation. Beliefs held 









universally by members of the 
human race are often spotlighted by 
terms of the vernacular. In this con¬ 
nection, it is of interest to note that 
in one Swiss dialect, the word for 
vagina is also translated “scar.” 

Underlying many forms of impo¬ 
tence, therefore, is basic and irra¬ 
tional fear that sex is wicked, that its 
indulgence will bring painful retalia¬ 
tion, and that this punishment is a 
just one and deserved. Intellectually 
the man knows this is not so, but 
emotionally, he is back in the cradle, 
smarting from his initial sex-earned 
reprimand, or behind the barn, 
horrified at his discovery of the little 
neighbor girl’s plight. Sometimes 
these feelings are so deeply buried 
that it takes many analytic hours 
to bring them to consciousness. 

Psychotherapy for the impotent male 

When impotence or premature 
ejaculation is found in the young 
bridegroom, the physician can as¬ 
sume that the trouble is probably 
superficial, resulting from a transient 
nervousness. Reassurance, the pas¬ 
sage of time, and measures directed 
toward increasing the man’s self- 
confidence are all that are usually 
required. If faulty education is re¬ 
sponsible, and the patient will dis¬ 
cuss his attitudes with the physician, 
these, too, can be corrected with little 
difficulty. If the impotence persists, 
and physical examination reveals no 
organic defect, the trouble is more 
deeply rooted and more extensive 
interviewing is in order. 

The patient who consults a physi¬ 
cian because he is impotent may be 
reluctant to discuss his condition. 
Indeed, he may fail entirely to in- 
include impotence among his pre¬ 
senting complaints. He may com¬ 
plain of insomnia, fatigue, nervous¬ 
ness and vague discomforts and the 
specific inhibition of sexual activity 
may not be mentioned until the 


physician inquires about this phase 
of life. The patient may then grudg¬ 
ingly admit that his sexual perform¬ 
ance leaves much to be desired. This 
hesitance is in itself a clue to the 
amount of anxiety the patient 
harbors. Such a patient may be en¬ 
couraged to talk freely by sugges¬ 
tions to the effect that disturbance in 
sexual potency is quite common, but 
mostly transient, that this is an en¬ 
tirely normal emotional reaction to 
some unfortunate situation, and that 
it usually can be corrected when that 
situation is brought to light. 

In accumulating the sexual his¬ 
tory, the physician may gain some 
clue to what sexual intercourse 
means to this particular man. That 
is, whether it is an outlet for hos¬ 
tility, or a means of expressing affec¬ 
tion; whether it is done in a spirit of 
conquest, or through a feeling of 
obligation; whether it leaves the 
participant feeling fulfilled or with 
a residue of disgust and shame. The 
patient may be asked to describe his 
attitude to the partner or partners 
he chooses. If the patient is married, 
the relationship other than sexual 
between the man and wife is signifi¬ 
cant. Does he feel patronizing toward 
her, or does he look on her as though 
she were his mother? What is his 
attitude toward the thought of chil¬ 
dren in the home? How often does 
he attempt intercourse; does he in¬ 
stigate it, or does his wife? If he is 
impotent only part of the time, what 
circumstances prevailed during that 
particular time? Does he notice any 
difference in his performance with 
various women? 

By the time the patient answers 
these questions, both he and the 
physician will have a better under¬ 
standing of the problem they are 
dealing with. In discussing his sexual 
inhibition, the patient will gradually 
lose much of the reticence he has felt 
about sex, and some of the anxiety 


will be dispelled. The physician can 
explain that in many cases, misin¬ 
terpretation of facts can disturb 
potency, while in other men, early 
childhood fears have not been en¬ 
tirely dispelled. The interview may 
be directed to the subject of mastur¬ 
bation, and if the patient overreacts 
to this, it is an indication that the 
subject needs thorough clarification. 

The physician, by his authorita¬ 
tive position alone, provides an ex¬ 
cellent source of reassurance. This, 
plus his ability to correct misinter¬ 
pretations regarding sex, is sufficient 
to dispel most of the psychogenic 
impotence which is not deep-seated. 
Even when a severely disturbed per¬ 
sonality is involved, considerable im¬ 
provement in performance may be 
attained through reassurance, but the 
realization of maximum sexual po¬ 
tency may be delayed indefinitely. 
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MENTAL HEALTH: 


a nation^ /i&jpotuibifcty 


A. civilization is only as healthy as the individuals 
comprising it. This thought was the keynote of Dr. 
Ewen Cameron’s Presidential Address at the 109 th 
annual meeting of the APA. Emphasis was laid on 
significant factors in the maintenance of mental 
health and individual responsibility: 

“None of us, if we are to be points of security and 
strength and dependence for our neighbors, can 
afford to be a man divided against himself. And yet, 
the fact that we are men and women of our age and, 
at the same time, men and women deeply engaged 
in the scientific study of human behavior, renders it 
perhaps the more difficult for us to maintain that 
inner consistency which must be the basis of 
strength.” 































HE MENTAL HEALTH of OUT 160 million 
people is one of our greatest democratic bul¬ 
warks in the struggle for universal peace.” 

G. Mennen Williams 
Governor of Michigan 














